and Streptomycin. Brit. M. J. 4708: 653 (March 31), 1951 . These investigators state that in 1 per cent of those suffering from subacute bacterial endocarditis, the infecting organism is highly resistant to penicillin. They present four such cases in which streptomycin in combination with penicillin appeared to accomplish the best results after many, courses of other antibiotics failed. In one, Aureomycin seemed to prevent a return of the infection when given with penicillin, but the patient became intolerant to the drug. Streptomycin, which was substituted, was well tolerated, and controlled the infection. In another patient, Aureomycin and penicillin failed to control the fever, but the infection wmas controlled with streptomycin. One patient with culturable Streptococcus faecalis reacted favorably after a third combined course of streptomycin and penicillin, but died of heart failure. In the remaining patient, although a penicillin resistant Str. viridans was recovered, sensitivity to streptomycin was demonstrated.
The infecting organisms were typical enterococci in three patients and Str. viridans in one patient.
The authors feel that when an organism is sensitive to penicillin, it should be used alone, and from their experience they believe that streptomycin in combination with penicillin offers the most encouraging results with penicillin resistant streptococci. The authors studied 11 cases of subacute bacterial endocarditis. The infecting organism was Streptococcus faecalis in three cases, Str. viridans in five patients, Staphylococcus aureus in one, Enterococcus coli in one, and no organism could be cultured in the remaining case. Aureomycin was successful in the treatment of only two of the eight cases in which it was used; in both instances the etiologic agent was a ery sensitive strain of Str. viridans. Chloromycetin was used in five cases and considered to be effective in only one of them. The infecting organism in this case was Str. viridans. Neomvcin was used in a single case because other antibiotics failed. This case was due to E. coli and although the blood cultures became negative the patient died of a cerebral embolus five days after the neomycin treatment was begun.
In no instance was Aureomycin effective when penicillin had failed, although in two patients penicillin was successful when Aureomycin had failed. All patients treated with Aureomycin displayed some gastrointestinal symptoms of intolerance to the drug. Since Aureomnwcin and Chloromycetin are primarily hacteriostatic, the authors suggest that relapses may be more frequent with these drugs than with penicillin which also has bactericidal properties. The authors conclude that an organism found to be sensitive to Aureomycin and CliloromN-cetin in v\itio will not necessarily respond in vivo. They recommen(l an initial survey of the sensitivity All patients with Dicumarol-induced hy1poprio-thrombinemia showed a prompt decline in prothrombin time following the administration of the vitamin K, emulsion. When a dose of 10 to 20 mg.
per Kg. was administered, the prothrombin times of all the patients fell to 36 seconds or below in 120 minutes and to 30 seconds or below in five hours.
One of the seven patients showed an untoward response and this was manifested by flushing of the face and neck accompanied by a transient rise in blood pressure. These complications disappeared rapidly and the patient was able to get larger doses of vitamin K, emulsion without further difficulty. Four of the patients showed a transient, usually slight prolongation of the prothrombin time.
The 5 per cent emulsion of vitamin K, given intravenously acts more rapidly and is more convenient to use than the dilute suspensions. occurring substances having vitamin K activity) indicates that it is a satisfactory dicumarol antagonist when given in a single oral dose of 500 mg.
The prothrombin time of 13 of 16 patients who were tested returned to near noimal levels and that of the other three was significantly decreased 20 hours or less after administration of vitamin K,.
Vitamin K appeared to exert a more rapid and more nearly complete action than inenadione and no toxic or untoward effects were observed in any of the patients. A reboundl phenomenon in which ABSTR ACTS clubbing, 14.5 Gm. of henioglobin with 4.5 million red blood cells per cu. mm. of blood. The roentgenogram showed enlargement of the heart to the left, with distinct pulmonary markings. Left axis deviation was not present in the electrocardiogram. The poor growth and undernutrition were considered to be consequences of the poor peripheral circulation which made survival impossible despite good pulmonary flow. The author suggests that an aortopulmionary shunt might increase the blood flow into the peripheral vessels from the pulmonary arteiy where the flow was more than adequate because of the transposition of the great vessels. The second lpatient, also five months old, had the most common type of tricuspid atresia without transposition of the great vessels and with pulmonary stenosis. There was hypoplasia of the right ventricle and pulmonary artery, and persistent ostium secundum, interventricular septal defect, small patent ductus arteriosus, and hypertrophy of the left ventricle. The antemortem clinical diagnosis was suggested by the presence of cyanosis, polycytlhemiiia, left axis deviation of the electrocardiogram, and the x-ray configuration of the heart. The author, believes that a shunting operation would have augmentedl the pulmonlary 1)loo10 flow and increased the oxygenation. HELLERSTEIN CONGESTIVE HEART FAILURE Davies, C. E., and Kilpatrick, J. A.: Renal Circulation in "Low Output" and "High Output" Heart Failure I. Clin. Se. 10: 53 (Feb.), 1951. Studies of renal circulation were performed on 14 normal subjects, eight patients faith congestive heart failure due to chronic rheumiatic heart disease ("lowoutput" failure), and 10 patients with congestive heart failure due to chronic chest disease ("high output" failure). The glomerular filtration rate, the effective renal plasma flow, and the renal blood flowv w ere reduced in all patients, irrespective of the cardiac output. The patterns of renal circulation were closely similar in both types of failure. This lack of correlation between cardiac output and renal clearance indicates that the decreased renal circulation in congestive heart failure is not a simple response to a lowered cardiac output. No direct relationship was found between glomerular filtration rate and sodium excretion. Because of this the authors suggest increased tubular reabsorption may be a more important factor in the retention of salt and water observed in congestive heart failure than reduced glomerular filtration. SAGALL Citron, D., Bercu, B., Lemmer, R., and Massie, E.: Congestive Heart Failure and Hyponatremia: Un- The present report describes the results of treatments of seven patients with angina pectoris, ranging in age from 49 to 58 years. They were given amounts of propylthiouracil sufficient to produce myxedema, the average dose being 800 mg. daily in three cases, and 1000 to 3000 mg. daily in the remainder. With these doses, no toxic reactions were observed but manifestations of myxedema characterized by edema of the eyelids, puffiness of the facial features and dryness of the skin developed in all the cases one to three months following the initial drop in the basal metabolism, the latter varying between -11 per cent and -35 per cent. Those patients whose anginal symptoms were improved preferred the discomfort resulting from the myxedematous state to the disability imposed by the angina. When propylthiouracil was discontinued in those cases who did not benefit from the treatment, evidences of myxedema disappeared within two to four weeks. Improvement, as judged by the subjective response to a two-step exercise tolerance test and the range of activity which the individual could perform without discomfort, was graded as excellent (prolonged benefit) in one case and good (temporary benefit) in three cases. The remainder. were not benefited to any extent. Whatever improvement ensued as a result of such treatment is ascribed to a decrease in the amount of circulating thyroid hormone, independent of changes in the metabolic rate.
WE Am. J. Dis. Child. 81: 59 (Jan.), 1951. Ten cases are reported in which the electrocardiogram showed the main deflection of the QRS coniplex directed downward in the three standard leads. The authors agree with the view that this l)attern is due to rotation of the heart about its three axes in association with right ventricular enlargement. There is clockwise rotation about the long axis of the heart, placing the right ventricle more anteriorly and the left more posteriorlycloc;kwise rotation oil the vertical axis directing the apex back, and rotation on the coronal axis so that the apex is not onlly back, but also up. In every one of these 10 cases, there was cardiac disease causing right ventricular enlargement. This pattern was not found in those without heart (isease and with only rotatory p)he- The authors studied the electric potentials of the heart of Bufo vulgaris during "cardiac tetanus," obtained by electric stimulation in the presence of high concentration of calcium and minimal concentration of free acetylcholine. For the electrocardiogram, a bipolar lead (from two points of the undamaged ventricle) was used.
The normal ventricular complex of Bufo is composed of a rapid polyphasic oscillation (equivalent to the QRS complex), followed by a slow afterpotential (S-T) during mechanical contraction, while the wave of repolarization (T) coincides with the relaxation of the muscle.
In "cardiac tetanus" the initial complex becomes diphasic; the afterpotential can be related to the ratio of depolarization to repolarization, which increases when the tetanus is complete, and decreases in incomplete tetanus. LuISADA In 100 normal subjects, ranging in age from 5 to 90 years, duration, amplitude, area, and axis of the P wave were studied. The contour of the P wave in standard, precordial and unipolar limb leads was also considered. The results obtained are the following: The duration of P ranged from 0.06 to 0.12 (mean 0.08). The maximal amplitude was 2.5 mm. in the standard leads and 2 mm. in the precordial leads. The axis of the P wave was directed between +30 and +75 degrees (mean amplitude +54 degrees). years an upright T wave never occurred in V2 or leads further to the right. In 16 of the 80 abnormal cases between 2 weeks and 9 years, an upright T wave was present in the right precordial leads.
From their study and its correlation with a survey of the literature, the authors conclude that in children between 2 weeks and 9 years an upright T wave in V2 or leads further to the right should be considered abnormal until proved otherwise. Unexpected T wave configuration in specific leads should indicate repetition of the electrocardiogram and re-examination of the child. The T wave from V4R to V6 gradually changes from negative to positive. According to the position of the heart, the following changes of the T wave were noted: horizontal or semihorizontal heart, positive (11 per cent), isoelectric (6 per cent), or negative (15 per cent); intermediate position, positive (3 per cent), isoelectric (5 per cent), or negative (12 per cent); vertical and semivertical heart, positive (17 per cent), isoelectric (10 per cent), or negative (15 per cent).
Both in the supine and the sitting position, V9 showed a QR complex with negative T wave.
In cardiac patients, the findings were variable, and no correlation to clinical picture or the anatomic conditions was possible.
The failure of the method can be related to the fact that the exploring electrode is too far from the heart, so that both epicardial and cavity potentials are recorded; therefore, small lesions cannot be diagnosed. Med. 34: 998 (April), 1951. The electrocardiographic findings in 10 patients in whom the presence of a ventricular aneurysm had been established by fluoroscopic study or necropsy revealed that persistent RS-T segment displacement in association with normal intraventricular conduction occurred in eight of this group. The same change constituted the most common significant finding in 55 substantiated cases of ventricular aneurysm reported by other authors. Although the existence of a persistent RS-T displacement may strongly suggest the development of a ventricular aneurysm, it must not be concluded that the diagnosis will be confirmed in every case in which a persistent RS-T pattern in noted. There are various theoretic explanations for the persistent RS-T segment displacement with ventricular aneurysm but but the responsible mechanisms are still obscure. The author expresses the opinion that cardiac aneurysms occur in about 5 per cent of the cases of coronary thrombosis which require hospitalization. The records from a medical clinic with an annual turnover of approximately 2000 patients were reviewed over a six year period. 'Nine patients were encountered whose electrocardiograms showed changes which were believed by this writer to suggest ventricular aneurysm. These abnormalities were remnants of previous infarction in lead I (deep Q, or somewhat elevated S-T segment with or wvithout negative T waves), deep S. and S3 deflections not exceeding 0.12 second in width with positive T waves, and deep Q or S(deflections with distinctly elevated S-T segments in lead IV. Cardiac aneurysms disclosed by autopsy or roentgen examination were said to be present in seven of the nine patients. One patient had a fresh myocardial infarct and the opportunity did not arise to verify the electrocardiographic diagnosis in the other case. The authors studied the electrocardiograms of 125 cases of bundle branch block in whom the diagnosis of ventricular hypertrophy was based on clinical and roentgenologic or anatomic findings.
In the presence of left bundle branch block, left ventricular hypertrophy is suggested if the sum of R, and S3 is more than 25 mm., the R wave in VL 11 mm. or more, the R wave in V5 or V6 measures 26 mm. or more and the sum of S in V, and R in V5 or V6 equals or exceeds 35 mm. Right ventricular hypertrophy can be suspected with a normal electrical axis in the standard leads or with a vertical electrical position of the heart. Absence of these signs, however, does not exclude ventricular hypertrophy, especially in cases with chronic coronary insufficiency.
In right bundle branch block, right ventricular hypertrophy must be suspected if R' in V1 or V2 exceeds 10 mm. and (in adults), if S in V5 and V6 is deeper than 10.5 mm. Left ventricular hypertrophy is suggested by large voltage of R, and S3 (sum>25 mm.), a tall R in VL (>11 mm.) and in V5 or V6 (>25 mm.), the latter sometimes associated with inverted and asymmetric T waves; a delay of the intrinsicoid deflection ( > 0.05 second) in the left precordial leads. The diagnosis of ventricular hypertrophy in right bundle branch block is certain only in the presence of clinical and radiologic signs of heart strain. Chronic coronary insufficiency may produce similar patterns. In 37 cases with various types of intraventricular conduction defect, electrokymograms of the pulsation of the aorta and pulmonary artery were recorded simultaneously with the electrocardiogram. The material was divided according to the side of the lesion and subdivided into cases of "major blocks" (QRS duration of 0.12 second or more) and "minor blocks" (QRS duration of 0.10 to 0.11 second). The duration of QRS and the delay of the intrinsicoid deflection in the precordial leads were correlated with the degree of delay of ejection of the left and right ventricle, determined as distance between the onset of QRS and onset of the pulsation of the aorta and pulmonary artery respectively.
A delayed ventricular ejection was usually but not invariably present at the side of the block. Asynchronism of ejection was found more often in left-than in right-sided intraventricular blocks and more often in "major" than in "minor" blocks. The degree of delay bore no relation to the duration of QRS. In cases with intermittent intraventricular block, the ventricular ejection time may or may not change with variations of the electrocardiographic contour. The delay of ejection was seen to dissappear transiently in the beat terminating the compensatory pause of a premature contraction.
The authors conclude that these facts cannot be explained by the classic theory of a block in a bundle branch, and are in better accordance with their previously developed concept of localization of intraventricular conduction defects in the free walls of the ventricles. Rhythm. Acta Cardiol. 6: 162, 1951. The author analyzed in detail an unusually complicated arrhythmia observed in numerous electrocardiograms of a young pregnant woman. The heart was activated simultaneously by the sinus node and an AV nodal pacemaker. By interference of these two impulses with each other a variety of cycle sequences was produced, exhibiting many instances of re-entry of the retrograde nodal impulse. Instances in which the re-entrant impulse produced a ventricular response were termed by the author "manifest reciprocal rhythm" in contrast to "latent reciprocal rhythm," represented by prolonged cycles, in which the re-entry was blocked below the level of the AV nodal pacemaker, but before reaching the ventricles.
From measurements and statistical evaluation of more than 2000 cycles the author arrived at the conclusion that all instances of manifest or latent reciprocal rhythm were actually due to a double revolution of the impulse within the AV node. This would suggest that reciprocal rhythm represents the manifestation of a preformed structure in the AV node, "the reflecting level," which is probably the site of the impulse delay, occurring normally in the AV node. Twenty-seven patients had aneurysms in the apical area and in 25 they were located on the anterior wall. In three cases two aneurysms were present. In all patients the aneurysms appeared as the consequence of a myocardial infarction. In 54 patients (87.1 per cent) the persistence of the elevation of the RS-T segments wmas observed in the corresponding leads. In one patient this was seen for 101 years. In some instances a persistent depression of the RS-T segment in leads from sites opposite the aneurysm was found. Five patients had left bundle branch block and in two instances no conclusions could be drawn, because of the presence of an anterior and posterior infarction simultaneously. The differential diagnosis from other electrocardiographic patterns is discussed. The effect of various ions on the contractile force and electrical potentials of the papillary muscle from the cat's right ventricle was determined by suitable riecordings after electrical stimulation of the muscle. The method employed allows the study of uninjured, well oxygenated mammalian heart muscle uncomplicated by variations in rate, rhythm, blood supply, circulating epinephrine and other factors occurring in similar experiments in isolated perfused hearts or in intact animals. An increased potassium ion concentration resulted in inversion of the T deflection, widening of the R deflection, and diminution of the contractile force. Potassium lack resulted in a repetitive response to each electrical stimulation. The ammonium ion produced a wvidening of the R deflection and the R-T interval and an inciease in contractile foice. Increasing the concentration of calcium content was accompanied by a diminution of systolic force without produlcing a change in the electrocardiogmam until the (alcium level was so low' that no contractile force could be recorded. At those levels the R-T interval decreased and the R-T segment became elevated. The addition of strontium to a solution containing the usual amount of calcium produced the same effect as the addition of e4uimolar calcium. The ad(lition of strontium to a solution low in calcium resulted in widening of the R-T interval and prolongation of systole. These effects could be abolished by adding calcium. The magnesium ion had no effect on the electrocardiogram or the myogiam. Although potassium is readily absombed from the gastrointestinal tract, as evidenced by, the rise in serum potassium level, patients w'ith congestive heart failure cannot exci'ete the excess potassium as rapidly as normal individuals. The renal cleaiance of potassium in the congestive failure group was much lower than in the normal group. The renal mechanism for potassium conservation is p'obably tubular in origin and is under endoemine contiol. In many of the subjects, the administration of potassium seemed to bring about a sodium diuresis.
In the normal group and in most w'ith coml)ensated heart disease the electroeaidiogiaphic changes produced by potassium involved the process of recovery only with changes in the shape of the T wave. In subjects w'ith advanced heart failuie, potassium produced severe changes in both the QRS complex and the T slave. These electrocardiograms were similai to those ws'hich are characteristic of potassium intoxication in uremia. The depI'essing effect of potassium on impulse conduction and presumably on the refiactoiy period of auiiculam' and ventricular muscle Was chai'actei'istic of changes similar to those obtained by, quinidine therapy.
Prolongation of the auriculoventiicular condimction and complete auriculoventricular heart block w'ere observed.
The implication of this work is that the injection of potassium salts may, produce toxic effects in subjects with severe heart disease even though there is an adequate urinary output. A patient with diffuse scleroderma, involving the skin, the lungs and the esophagus, was treated with cortisone. Decided improvement of the esophageal peristalsis was observed under the influence of the hormone. The skin became more pliable and softened, but there was no restitution to normal. No change in the pulmonary involvement was observed roentgenologically, although the cough stopped. Serial skin biopsy specimens taken before and during treatment revealed a loosening and thinning of the initially thickened and swollen collagen bundles under the influence of cortisone. The serum hexosamine levels of 11 patients with acute disseminated lupus erythematosus were fol-lowed during cortisone and ACTH therapy. Ten of these patients showed abnormally high levels before therapy, which invariably fell during treatment with either drug. When the dosages of these hormones wvere reduced to clinically ineffective levels, the serum hexosamine level invariably increased, to fall again when the dosages were increased. The initial fall was effected between three days and a week from the beginning of treatment. In six of the cases, in whom more frequent determinations were made, there was an initial rise in serum hexosamine level within three days after therapyfl was started, lasting one to five days, and followed by the usual fall. The hexosamine levels during the periods of most effective therapy fell with the normal range in only one instance. The possible relation of serum hexosamine levels in acute disseminated lupus erythematosus to the increase in certain mucopolysaccharides seen pathologically in the connective tissue was discussed. CORTELL PHYSICAL SIGNS The sodium "space" as determined by the use of radioactive sodium was determined in 37 infants and children ranging in age from 1 6 hours to 14 years, and in 19 men from 22 to 34 years of age. The volume of sodium distribution at any given time was computed by dividing the quantity of sodium injected by the quantity in ] cc. of serumn. One hour and forty-five minutes to four hours anid thirty minutes was permitted for the (listribution of sodium in the infants and children, and in the adults, two hours and forty-five minutes to three hou's and forty-five minutes was allowed for eqiuilibration. The volume of fluid through which radioactive sodium was rapidly distribute(l (sodium "space") was computed as percentage of body weight, and varied from 23.2 to 51.7 pel (eaet in the infants and children, and from 19.7 to 35.8 per cent in the adults. The sodium "space" was in general considerably higher in young infants than in older children, and somewhat lower in the .a(lults than the older children. Evidence is presented which indicates that these varying patterns of antibody response with advancing age are the result of conditioning of the antibody-forming organs by repeated infection with hemolytic streptococci although it is reasonable to suggest that the increased peak levels attained and the better maintenance of titers are simply the results of maturation of the antibody-forming apparatus.
The possible relationship of the immunologic phenomena in the elucidation of the pathogenesis of rheumatic fever is discussed. The method of Jager and Nickerson was employed to determine the concentration of gamma globulin in the blood of patients with rheumatoid arthritis, rheumatic fever, infectious arthritis, and degenerative joint disease. In addition, antistreptolysin titers were obtained on the sera of these patients. The results demonstrated that the gamma globulins are elevated in rheumatoid arthritis and rheumatic fever as shown in previous studies using electrophoresis.
However, it was felt that the complexity of the procedures did not warrant their use as a part of the study of patients faith these diseases. The author shows that the total annual death toll from rheumatic fever and rheumatic heart disease has decreased to less than 3000 in 1946 and a little above 2500 in 1948. Mortality from rheumatic fever plus diseases of the heart holds an increasingly high place among fatal diseases in white children 5 to 19 years of age. The reason for this is the decline in other childhood diseases rather than in increase in rheumatic fever. Mortality from rheumatic diseases among white children has distinctly decreased over the past decade. The downward trend among nonwhite children is not consistent. There seems to be a distinct rise with age in mortality in each succeeding age group from 5 to 19 years for both races and sexes. Death rates are consistently higher for nonwhite children than for white, suggesting that unfavorable environment increases the risk of dying from rheumatic heart diseases. Death rates were somewhat higher among girls than among boys, an exception being the lower rate for white girls 15 to 19. Geographical variations showed that the death rates (adj usted for race composition) were below average in the three southern divisions, while in the Northeast, especially the Middle Atlantic (livision, they were significantly above average. In the Pacific division the death rates wvere low and significantly below the country's average, while in the Anomalies of the adult cerebral vascular tree have been explained as defects in the resolution of the embryonal vascular spaces. A second view is that congenital aneurysms arise from persistent pressure against a weak spot; this is usually located at a bifurcation where one of the arterial coats may be inadequate.
The author presents angiograms showing vascular anomalies and points out that the defects are embryonic. He feels they are the residua of vessels which normally disappear; or they arise from persisting defects of the media not necessarily at a point of bifurcation.
Aneurysms A patient with hyperhidrosis of both hands underwent a preganglionic sympathectomy on one side and a postganglionic svmpathectomv on the other.
Excessive sweating was abolished bilaterally during a two month period of observation. In response to adrenaline, skin temperature fell more promptly or to a greater degree on the side of the postganglionic section. In response to pilocarpine, sweating appeared only on the side of the postganglionic section. A progress report on the problem of revascularization of the heart is presented. Arterial blood has been directed into the coronary sinus by inserting a free vein graft between the aorta and the coronary sinus. Arterial inflow must be restricted by an aortic stoma no larger than 3.5 to 4.0 mm. diameter. The coronary sinus should not be completely ligated either as a preliminary, simultaneous, or subsequent secondary procedure. If it is, too much blood is introduced into the venous tree, so that the pressure approaches aortic levels and blood flow becomes greatly reduced. The excessive pressure causes cardiac failure or myocardial hemorrhage and scarring, and the reduced blood flow results in thrombosis of the grafts. If a vein graft is inserted between the aorta and the coronary sinus and if the sinus is left open so as to create an aortic-right auricular fistula, the operation is exceedingly well tolerated. Fortyseven consecutive cases have been done without mortality and the grafts have remained open in 65 per cent of the cases. This procedure, of itself, furnishes some protection to the heart against occlusion of a major coronary artery. If, at a second stage, the coronary sinus is partially occluded to 3 mm. diameter, there is no further mortality nor does it caus, the grafts to become thrombosed. On the other hand, this two stage procedure has protected 12 out of 13 dog hearts against occlusion at its origin of the anterior descending branch of the left coronary If certain precautions are taken to avoid anoxia,' the compensated cardiac patient usually withstands surgery almost as well as the one without heart disease. Operation should be postponed, if possible, in the presence of recent infarction, status anginosus, or congestive failure, but these conditions should not be considered contraindications to imperative operation. In less urgent conditions or operations of choice, whether operation should be performed depends upon the surgical indication rather than the cardiac disease. In general, patients with hypertension or chronic rheumatic cardiovascular disease, particularly aortic insufficiency, tolerate operation best among cardiacs, but aortic stenosis is more uncertain. In complete A-V block, the risk is greatly increased.
In the cardiac patient special attention must be paid to the choice of anesthesia, the prevention of blood loss by transfusion, the prevention of infec- A case is reported of a patient with auricular fibrillation in whom four separate episodes of peripheral embolization occurred. The first involved the right femoral artery, the second, the aorta at the bifurcation, the third, the left femoral artery and the fourth, the superior mesenteric artery. The first three occurred within a matter of several days and in each instance was treated by embolectomy. However, the left lower extremity could not be saved and was amputated. The abdominal involvement took place 30 days after the last peripheral embolus and was treated by exploration 18 hours after the onset. The small bowel was found infarcted and the entire involved area was resected and an end to side jejunocolostomy was done. However, the patient suddenly died on the eighth postoperative day. At autopsy, mural thrombosis ssas present only in the left auricular. appendage, and this showed early organization.
It was of interest that the aortic embolus occurred while the patient was on dicumarol and with prothromibin levels in the neighborhood of 10 per cent of normal for five ( Arteriovenous communications involving almost every vessel in the body have been reported, including two reports of successful treatment of arterial venous fistula of the abdominal aorta. The present is the first report of an arteriovenous fistula due to trauma involving the thoracic aorta. In November 1946, the patient was in an accident in which he received a small laceration at the base of the neck thought to be due to flying glass from a shattered windshield. One year later the patient began to, complain of shortness of breath on exertion, palpitation, and swelling of the feet, legs and abdomen. He was treated as a case of congestive heart failure. In May 1948 he first began to notice buzzing at the base of his neck just beneath the sear of the wound. This buzzing increased in intensity and became audible when the patient lay on the left side. Symptoms increased in severity until January 1949 when he was admitted to the hospital. The patient was studied extensively and treated for his heart failure. Forty-seven patients with arteriovenous fistulas were studied before and after surgical operation. The cardiac output was determined by the low frequency, critically damped ballistocardiograph, which was checked against comparative studies by the direct Fick technic. The blood volume was measured by Evans blue dye.
Based on the postoperative value, the preoperative cardiac outputs range from 127 per cent above to 21 per cent below the normal resting cardiac output. In the authors' experience, a variation of as much as 25 per cent above or below a selected cardiac output may be expected on repeated measurements on different days in normal subjects. The arterial blood pressure showed little variation pre-and postoperatively. The alteration in cardiac output was predominantly the result of a change in stroke volume rather than pulse rate.
In general the 25 patients (53 per cent) with an elevated cardiac output were the ones with clinical evidences of large fistulas. In this group, however, there was no striking correlation with the change in cardiac size, blood volume, pulse rate, nor with duration of the fistula. The Studies similar to the above were made before and after operative removal of a traumatic arteriovenous fistula in 41 patients. In 56 per cent of the cases blood volume changes of less then 200 cc. per square meter of body surface were noted. This isas not considered significant.
In 44 per cent of the patients the decrease in blood volume postoperatively ranged from 200 cc. to 1060 cc. per square meter. It appears that the size of the fistula is a major factor in determining the increase in blood volume, although the actual size of a fistula is har(l to determine. The acute effects of venous occlusion on the rate of arterial inflow to the hind limbs of cats have been studied directly by perfusion and by serial radiography. During venous occlusion the arterial inflow to the extremity decreases. After release of the ocelusion, there is commonly a.transient increase in arterial flow above the preocclusion level, but this reactive hypereemia does not compensate for the decreased flow during occlusion. The rate of flow following release is equal to, or less than, the rate preceding occlusion never higher.
Serial radiography showed a delay in the filling of the vessels on the occluded side, and a considerable reduction in the number of visible small arterial vessels under the inflated cuff.
There is no direct experimental evidence in man or in animals to substantiate the view that venous occlusion increases the arterial blood flow to an extremity. The case reported herein is one of acquired pulmonary venous obstruction in which the pulmonary veins were constricted unequally by a posterior mediastinum mass considered to be of inflammatory origin. Venous stenosis was discovered in all except one pulmonary lobe.
Cardiac catheterization demonstrated central pulmonary hypertension and a normal volume of pulmonary blood flow. The lobe without significant venous stenosis had essentially normal arterioles and small arteries; in the remaining lobes there were severe occlusive vascular changes similar to those seen in some cases of mitral stenosis. Severe pulmonary congestion was present in the lobe without venous obstruction, but congestion was not present in the other lobes. It is postulated that the occlusive arterial and arteriolar lesions in the lobes with severe venous obstruction protected the pulmonary capillanies from excessive passive congestion and from elevations of pressure. The authors injected Neoprene into 36 normal human kidneys with the object of further verification of Bowman's original concept of the renal circulation, namely, that the blood supply to the cortex first passed through the glomeruli and that the medulla was supplied by small blood vessels that were efferent from those glomeruli nearest the medulla. Ludwig's arterioles, that supposedly extend through the cortex directly to the medulla without intervening glomerular passage, were not seen and in the authors' opinion are nonexistent. Similarly, arteriovenous anastomoses could not be seen in the renal parenchyma. More and Duff show, however, with their Neoprene injections and by measurement of the efferent glomerular vessels, that the juxtamedullary glomeruli can accommodate a large diversion of flow and "by-pass" it into the medulla. They thus provide an anatomic basis for Trueta's physiologic demonstration that blood may be shunted away from the outer cortex into the inner cortex and medulla. A very few direct vessels branch off the arcuate arteries at the corticomedullary junction and extend directly into the medulla. Their size and number in normal kidneys preclude any useful addition in the medullary by-pass. The authors mention, on the other hand, a marked increase in such vessels in contracted hypertensive kidneys. The author discusses the entity of fibrin embolism, which is a condition in which there is a selective deposition of elements of fibrin, mainly in the pulmonary arterial circulation, culminating in massive accumulations of this material intravascularly. In those few pregnant women with placenta abruptio in whom this disorder occurs and who survive or escape serious consequences of the fibrin deposition, the resultant fibrinopenia may cause hemorrhage at the time of parturition, since fibrin is necessary in the formation of the clot.
According to the author, placenta abruptio provides a mechanism for the entry of thromboplastin into the maternal circulation from the decidua, one of the richest sources of this substance. As a result, the process of clotting is initiated, with the ultimate production of fibrin. The extensive intravascular coagulation which follows may be the explanation for the early deaths which may occur in cases of placenta abruptio or of eclampsia.
Therapy consists of the use of anticoagulants during the coagulative phase and rapid blood transfusion after this stage had gone to completion, since it is then necessary to restore the depleted coagulation svstem in order to plrevent hemorrhage. ABRAMSON Leys, D.: Tuberous Xanthomatosis. Brit. Heart J.
13: 32 (Jan.), 1951. The author reports a family in which xanthelasma appeared in two generations; in the third, tuberous xanthomatosis led to the death of the eldest child at the age of 12 from severe coronary artery disease; another child developed Stokes Adams syndrome at age 12. He also showed a prolonged Q-T interval in the electrocardiogram and arterial claudication which was proved by biopsy to be due to severe tuberous xanthomatosis. Both these children and another boy showed hypercholesteremia. The mother and maternal grandmother had xanthelasma. The father died suddenly at age 42. It was suggested that he may have been heterozygous for the gene and the children homozygous.
The author believes that a high blood cholesterol, unexplained sudden death in later childhood, sudden death suggestive of cardiac disease below the age of 40 and possibly unexplained prolongation of the Q-T intervals should arouse suspicion of this disease and lead to a study of siblings and of their offspring. Report of Five Cases. New England J. Med. 244: 81 (Jan.), 1951. Five cases of disseminated lupus erythematosus in male patients are reported. The clinical features were quite characteristic in all cases and the diagnosis was confirmed by postmortem studies in 4 cases and by biopsy examination in the fifth patient. of 35 to 64 years. This wvas in contrast to the reductions in the same age groups occurring among white females and, to a lesser extent, among nonwhite males and females. Since the death rate for white males in this "working age" is not increasing for all other causes of death combined, this indicates an increasing risk of death from the major cardiovascular-renal diseases during this age group for white males.
The contrast between the trend for white males and females is most marked for diseases of the heart, somewhat less for chronic nephritis, and inconsequential for vascular intracranial lesions. A case report of a successfully treated self-inflicted stab wound of the right ventricle is presented. In this case the classic symptoms of tamponade were all present-namely, increased venous pressure giving rise to visibly distended veins and cyanosis, a fall in arterial pressure, and heart sounds which were faint and difficult to hear. To control the bleeding during repair, plugging the hole with the finger proved of considerable value. An important point in suturing is to realize the friability of cardiac muscle. Failure to do so in this case nearly caused a disaster.
The pericardium w-as left partially unsutured in order to allow drainage into the pleural cavity of any further bleeding and prevent the recurrence of tamponade. An electrocardiogram done five days after surgical repair revealed no abnormality and recovery was considered complete after a few weeks. Under ether anesthesia 60 male albino rats were given an intracorneal injection of sterile horse serum in the right eye, and intracorneal injection of killed tubercle bacilli in the left eye. Two days after the intracorneal injections, 40 of these animals were given a single intravenous injection of 10 cc. of sterile horse serum per Kg. of body weight. Beginning on the sAme day, 20 of the intravenously injected animals received 2.5 mg. of ACTH in 1 cc. of normal saline every six hours for 14 days. The animals were killed 14 days after the intravenous injection of horse serum, and autopsies were performed. Two days prior to death, all of the animals were tested for hypersensitivity to horse serum by the intradermal injection of 0.1 cc. of undiluted horse serum. ACTH did not suppress the cutaneous test. However, the average size of the reaction was slightly smaller in the treated animals. Tests for the presence of antibody and residual antigen on blood drawn by cardiac puncture just prior to death were also done. All of the titers were lower in the ACTH treated group.
Eighty-four per cent of the animals which were intravenously sensitized. but not treated with ACTH, developed cardiovascular lesions of hypersensitivity (periarteritis nodosa, endocarditis). Only 26 per cent of the animals treated with ACTH developed similar lesions. No lesions were found in the group only sensitized by the intracorneal injection. Acute glomerulonephritis was found in nine intravenously sensitized animals and in only four of those treated with ACTH. There was marked loss of cortical lipoid in the adrenals of all but two of the ACTH-treated animals.
There was no correlation between the development of cardiovascular lesions and the titers of circulating antibody or antigen.
The authors state that in the experimental animal, as in the human being, factors that are not yet understood play an important role in determining whether the presence of antibody and antigen wtill incite the development of visceral lesions.
The authors conclude that this study plus their previous observations provides good evidence that both ACTH and cortisone exert an inhibitory effect upon the development of cardiovascular lesions of hypersensitivity. There were no significant differences in blood volume in the distal segments of 14 normal fingers or 10 clubbed fingers associated with bronchopulmonary disease. The blood volumes of the distal
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